An audit of 100 elderly in-patients with appropriate medical conditions revealed that 63% had not been vaccinated this winter. 74% would have accepted vaccination if offered. A general practitioner questionnaire found that 42% relied on elderly patients coming forward and requesting vaccination. Unfortunately, many elderly patients are still missing out on influenza vaccination.
Introduction
Influenza epidemics can be disasterous, especially for the elderly. The 1989-90 epidemic killed an estimated 26000 people over a 12-week period, most of whom were elderly with chronic medical conditions." 2
Admissions to hospital and deaths associated with pneumonia and influenza can be significantly reduced by the influenza vaccination.' Each autumn, general practitioners valiantly mount an influenza campaign aimed at those groups for whom the influenza vaccination is currently recommended (see box).4 Unfortunately, there is a need for improved targetting, since less than 50% of elderly at risk patients receive vaccination. 5 We report the results of a survey of general practitioners' views on the influenza vaccination, and an audit of 100 elderly in-patients. All patients were mentally competent, (having scored 8 or more on an abbreviated mental test6), lived at home and were convalescent awaiting discharge. All patients were on the lists of the general practitioners to whom the postal questionnaire was sent.
Results
The response rate to the questionnaire from general practitioners was 58%. A minority of general practitioners (11%) reported that they had experienced difficulty in identifying elderly at-risk patients. As to ensuring vaccination of elderly patients at risk, 47% of the general practitioners sent out letters and asked patients to call in for vaccination. A few (11 %) asked the practice nurse to call on patients in their own homes whilst 42% relied on the media and notices in the surgery to encourage patients to come forward.
The majority (73%) of general practitioners thought it would be helpful if hospital doctors mentioned in their discharge letters any elderly at-risk patients who should be vaccinated. Most general practitioners (85%) reported that they had no reservations about the influenza vaccine. The majority (63%) thought it was feasible to vaccinate all elderly at-risk patients, although a problem with supply ofthe vaccine this winter (1993/4) had been noted by 77%.
Of the 100 elderly in-patients recruited into this study, the majority (61%) had not received the influenza vaccination this winter ( 
Discussion
Elderly patients with chronic medical conditions are a vulnerable group during influenza epidemics.7 Since vaccination against influenza can reduce deaths,3 it is logical that this group should be targetted for vaccination. The fact that many elderly at-risk patients are not being vaccinated (61% in this study), would suggest that ways of improving targetting need to be addressed. Although most general practitioners had no difficulty in identifying elderly at-risk patients they believed that targetting could be accentuated by hospital doctors mentioning in discharge letters those patients who should receive vaccination. Since influenza immunisation is only offered for two to three months ofthe year, recommendation in discharge letters at other times should be added to an influenza vaccination data base.
Nguyen-Van-Tam et al reported that whilst 92.5% of practices actively promoted influenza vaccination, the most frequently used promotional method was a poster displayed in the surgery.8 The fact that 42% of general practitioners in this study do not contact patients individually for vaccination, means effectively that many elderly patients with an appropriate medical condition are not being reached, since many in this group are housebound and would not be able to attend the surgery.
In this study the 58% response rate to the general practitioner questionnaire may have biased the results, although it is unlikely that non-responders would be more active campaigners for the influenza vaccination than responders.
The small in-patient sample (100), does not tell us how big the problem of non-vaccination is in the community, nor how effective the general practitioners were being, only a community study could do that.
When a child is admitted to hospital it is a routine part of taking a history to include details of vaccination status. It is appropriate to apply this to elderly at-risk patients and advise them and their general practitioners that they would benefit from receiving the influenza vaccination each winter. Hospital doctors should not miss the opportunity for health education for in-patients and patients seen in geriatric out-patient clinics, and should actively promote the influenza vaccination.
Elderly patients with a chronic medical condition for whom vaccination is recommended but who are unable to attend the surgery for vaccination should be vaccinated at home by the practice nurse.
These measures would increase the number of older patients receiving the vaccine.
The ultimate benefit to the elderly in terms of reduced hospital admission rates and mortality offsets the initial cost of vaccine supply and practice nurse time. The nature of the influenza virus is such that further epidemics can be anticipated. The number of fatalities ensuing from an influenza epidemic could be reduced by the simple expedience of ensuring increased uptake of vaccination.
The elderly at risk should not be deprived of the benefit of the influenza vaccination (see box).
Recommendations for improving uptake of influenza vaccination in the elderly * include inquiry about previous vaccination in the routine history taking * mention the need for vaccination in hospital discharge summaries or clinic letters * vaccination at home for those who are immobile or housebound
